ABSTRACT
. The WHO disability study, in its one year follow-up found that after a period of intervention, disability ratings improved in 36% of schizophrenic patients and showed no change in 64% (DeJong et al., 1985) . A lack of correlation between social disabilities and clinical outcome found in a few studies (Dohrenwend et al., 1981) has been refuted by others (Hurry & Sturt, 1981; Pai&Kapur, 1982) .
It is also being increasingly recognised that disability is one of the outcome indices for chronic illnesses such as schizophrenia. The impact of disability on admission, utilisation and planning of health services, and its relationship vis-a-vis concepts as DALYs, Burden and QUALYs are bound to gain increasing importance in the next decade (Wilkinson et al., 1992; Rossi et al., 1989; Veltro et al., 1993 ; Murray & Lopez, 1997) .
The present study is among the few which has looked at the impact of intervention programmes on disability incorporating a longitudinal design. The aims of the present study were : (i) To study the nature and pattern of social disabilities in schizophrenia; (ii) to evaluate the effect of a standard intervention programme on the course of social disabilities, negative symptoms and psychological impairments.
MATERIAL AND METHOD
Sample and sites: Two samples satisfying DSM -Ill criteria for schizophrenia were selected for the study conducted between 1989 & 1991. Group A comprised of 60 consecutive patients drawn from the psychiatry department of the Government General Hospital, Madras. This is a predominantly out patient and teaching centre with limited admission facilities. Its catchment area covers the entire city of Madras. Group B with 65 patients attended the Schizophrenia Research Foundation (SCARF), Madras. SCARF is a non-governmental organization which runs an OPD, a day care centre and is a referral rehabilitation centre focusing on vocational and social rehabilitation of chronic schizophrenic patients. In both centres, treatment & rehabilitation cost nothing for the patient and his family.
Inclusion criteria : (i) Satisfying DSM -III (APA, 1980) criteria for schizophrenia; (ii) patients had to be permanent residents of Madras city or suburbs to enable follow-up; (iii) those exposed to the rehabilitation programme must be well enough to comply with the programme and should not be acutely ill.
Inclusion of the sample was done during the period 1989-1991. The period of follow-up was one year from the time of inclusion.
Instruments : Baseline data was collected for the groups using the following : (i) Psychiatric History and Social Description schedule (PHSD) (WHO, 1973) . This was used to elicit the personal and sociodemographic details of the patients; (ii) The Schedule for Assessment of Negative Symptoms (SANS) (Andreasen, N.C., 1983); (iii) The Disability Assessment Schedule (DAS) (Jablensky et al., 1980) ; (iv) The Classification of Intellectual and other Psychological Impairments (CIPI, 1986) .
The SANS & DAS were administered by research psychiatrists trained in their use, the CIPI by the psychologist and the PHSD by the social worker. Inter-rater reliability exercises conducted between the psychiatrists in the two centres and the other two research staff yielded a Kappa of 0.88. Interviews of patients, care givers and case records were used to fill up the schedules.
The intervention programme : The experimental group, namely the sample attending the day care centre at SCARF (Centre A) was subjected to a social intervention package offered by a trained, multi-disciplinary team of psychiatrists, social workers and psychologists. The duration of intervention was 12 months. The constituents of the package were : a) Psychoeducational family management was a standard programme designed to provide support to families, help them have a better understanding of the illness and offer problem solving approaches. This technique was expected to generate a better understanding of the patients by the family and equip them to deal with emergencies and crises. b) Social skills training was a structured programme that focussed on teaching specific skills like money management, communication, self care, interpersonal skills, home maintenance and work skills. This programme involved individual and groups approaches in the form of theoretical and practical training. The idea of this was to re-socialise the patients and make him/her as independent as possible. c) Work units kept patients engaged in work for 5-6 hours in a sheltered environment. While imparting some skills and inculcating the work discipline and schedule, it was an attempt to return the patient to the mainstream of employed life. d) Medication management training was an educational approach targeted at both patients and caregivers regarding the importance of ^maintenance medication, compliance with various treatment procedures and an overview of therapeutic benefits and side effects.
The comparison group at centre B received no specific intervention aside of medication in all cases and ECTs in three only. They were however subject to regular followup and hence to a large extent, compliance with medication was ensured. It was only a psychiatrist who was managing the client in centre B, since medication was the only intervention offered.
Follow up : After one year both groups were assessed using the SANS, DAS and the CIPI. Those who did not turn up were contacted by letters or house visits. At the end of one year, 70% of the experimental group and 78% of the control group could be followed up. The reasons for dropouts in both centres were : 1. Location of facility not convenient, need to commute long distances. 2. Change in address without intimating the professional team. 3. Non cooperation of the patients in coming to the facility. 4. Discontinuation of treatment after improvement. 5. Need for inpatient treatment and subsequent hospitalisation in a different facility. 6. Difficulty in complying with the demands of the special intervention package like social skills training and vocational rehabilitation.
Data Analysis : At the end of one year of follow-up, four sets of data were available for analysis : inclusion data for the experimental group A, inclusion data for the comparison group B, and follow-up data for both these groups, the SPSS/PC ver. 4.0 was used. To satisfy the » objectives of the study, the following univariate analytical procedures were performed. a) Comparison of inclusion data between the two centres using the chi-square test and t-test wherever applicable. b) Comparison of inclusion and follow-up data for the whole sample and for each group using the paired t-test.
RESULTS
Description of samples : There were no significant differences between the samples at the two centres on sex distribution, age, illness duration, duration of hospitalisation, kind of treatment received, pattern of course of illness, educational level of patients, spouse and parents; employment status of patients; and history of alcohol and drug abuse. Patients from centre B had a significantly higher age at onset (26.51± 10.87) than those from centre A (22.9±5.86, p < 0.05).
Negative symptoms : There were a few differences at inclusion between the two centres in negative symptoms measured by the SANS. These were in the areas of alogia and avolition-apathy with the sample from centre A having significantly higher scores in these areas than that from centre B (Table 1) .
Social disabilities : The overall scores in both centres revealed that this was a moderately disabled group (1.95 & 1.8 on a rating of 0-3). There were no significant differences between the samples in the two centres as far as disability scores were concerned. Among impairments, the only difference was in the area of "drives" with centre A showing lower scores than centre B.
Analysis of differences between inclusion & follow-up data : The next set of data analysis pertained, to the differences between the inclusion and one year follow-up data on SANS, DAS and CIPI. This was done independently for the experimental and comparison groups.
Analysis of sample from centre A (experimental group): The following were the differences between inclusion and follow-up data for the group which received specialised intervention.
Negative symptoms : The group did not show improvement in two negative symptoms areas -alogia and anhedonia-asociality. However, significant improvement was seen in affective flattening, avolition-apathy and inattention (Table 2) . Social disabilities: The areas which showed significant improvement after the intervention were underactivity, social withdrawal, participation in family life, work performance and interest in work (Table 3) .
Psychological impairments : Areas of emotion, psychomotor speed, motivation and speech improved after intervention and this was also reflected in the total impairment scores ( Table 4) . 
Analysis of sample from centre B (comparison

group)
Negative symptoms: The comparison group did show improvement in two negative symptom areas -avolition-apathy and anhedoniaasociality (Table 2 ).
Social disabilities : Underactivity, slowness, social withdrawal, participation in family life, and work performance and interest registered an improvement after one year (Table 3) improvement, especially in sleep, attention, speech, drives and total impairment.
DISCUSSION
The disability profile of the entire samk pie at inclusion showed that this was not a very highly disabled group although the duration of illness was about 7 years in sample A and 5 years in sample B. The total disability score was just below 2 indicating moderate disability. As in other Indian studies, disability was greater in both the areas of work performance and interest in work. (Thara, R., 1994) . Participation in family life and social contacts rank next with low scores on self-care and slowness. The importance of work related disability has been consistently observed in the Indian setting, thereby emphasizing the active need to intervene in this area. It also reflects the perceived importance of the family to this area of the patient's functioning. This concern about employment in a setting which does not have any social security benefits for this group of disabled is only natural. This is also the group which is most suitable for psychosocial intervention since it has not reached that stage of chronicity after which any intervention seems futile.
The two samples are fairly well matched for comparison, the only differences being a longer duration of illness and more negative symptoms in Group A (not statistically significant). They did not differ substantially as far as the social disabilities were concerned. The disability patterns showed an interesting trend as far as both the groups were concerned. The disability scores were lower when it came to dealing with the self (self care slowness), but progressively increased when it came to dealing with the immediate environment -the nuclear family and the immediate social network (underactivity, social withdrawal, participation in family life), and was highest in those areas which involved interface with the larger social environment (social contacts, work role, general interests and information). After intervention, both the group showed significant improvement in negative symptoms. Although self-care did not improve, work related areas, underactivity, social withdrawal and participation in family life improved significantly after intervention. This shows that although the intervention did not help the patients to substantially change their orientation to themselves, they did seem to make the effort when it came to dealing with the immediate social environment. Even the lack of improvement in social role performance had been contributed mainly by lack of improvement in marital and parental roles, while work functioning had improved.
As far as negative symptoms were concerned, the experimental group (Group A) showed more substantial improvement in the areas of affective flattening, alogia and attention, whereas the comparison group showed greater improvement in areas of avolition -apathy and anhedonia-asociality. It appears that the provision of a special supportive social environment for the experimental group reduced their need to depend on their existing environment and therefore helped the patients focus on problems within themselves viz. affective communication (affective flattening), verbal communication (alogia) and concentration (attention). The comparison group B on the other hand, by virtue of not being provided a special or supportive environment had to depend on their existing one and therefore seemed to concentrate on enhancing their skills relating to interfacing with their social environment-actively reaching out and maintaining contacts (apathy, asociality). It was also imperative for the latter group to return to work earlier, while many members of group A were engaged in sheltered workshops.
This study was conceived of as a preliminary evaluation of psychosocial intervention programme on an operationally defined sample of schizophrenic patients. The evaluation was done on three patient related dimensions-negative symptoms, social disabilities, and psychological impairments, using appropriate instruments. The mental health professional who made the assessment was not the same as one who administered the intervention. This represented the investigator's best attempt to reduce bias. It was not however possible to conduct the study as a blind one, as the two samples were located at different centres and each centre had to have its own research team to facilitate logistics.
The other limitation of the study was the duration of intervention itself. We are all aware that negative symptoms are more refractory to intervention and it may be that a period greater than a year may be required to bring about substantial or measurable changes in negative symptoms. Intervention specifically aimed at negative symptoms spread over a longer period of time are likely to offer more insights into this issue.
